upon the original pars papillaris of the dermis, was not much infiltrated by inflammatory cells, and each stratum presumably recorded a separate episode of dermo-epidermal separation. The normal vascular arrangement was replaced by perpendicular vessels as in granulation tissue.
Sections stained by van Gieson's method showed complete absence of collagen in the most superficial fibrinous stratum, an increasing amount of collagen in the deeper strata, but very little collagen between the inflammatory cells in the region of the original pars papillaris. In some places the fibrinous exudate was seen without dermo-epidermal cleavage, suggesting that the exudate was the primary phenomenon.
Comment
This patient's sections show very clearly the evolution of a change which I have observed in other sections of mucous membrane pemphigoid and which can be called sedimentary suprapapillary fibrosis.
Suprapapillary fibrosis is seen in several disorders and is a prominent feature in the earlier blisters of dystrophic epidermolysis bullosa. It is the most likely mechanism by which synechiae are formed between adjacent denuded surfaces in these two conditions. In dystrophic epidermolysis bullosa the elastic tissue is not destroyed by the process and in the earlier stage of the disease the site of the original dermoepidermal junction can be fixed by the subepidermal elastic garland.
I have not yet seen an early enough biopsy of mucous membrane pemphigoid to show the elastic garland.
Although it is difficult to believe that such an obvious phenomenon has not been noticed before, I can find no previous account of supra-papillary fibrosis; this finding is of practical importance as it enables mucous membrane pemphigoid to be diagnosed before lesions develop on mucous membranes, as in this case. Past history: Birth weight 2-64 kg at estimated 41 weeks. Aged 3 days, admitted with attacks of cyanosis perhaps due to chest infection. At 2 months, admitted with diarrheea and whooping cough. Aged 6, bled for 3 days following dental extractions. At this stage the Factor VIII level was 25%; though subsequently this has always been normal, it is still possible that he has mild hemophilia. He has always been small for his age, persistently in the 3rd percentile for height and weight, but recent extensive investigations have revealed no cause for this. shows one nodule on the deltoid area and two nodules on the volar aspect of the forearm. The nodules are soft, oval, smooth-surfaced, intradermal, and yellow-brown: the largest is 1 cm in its long axis.
Granular Cell Myoblastoma
Investigations: Skeletal age 4 years. Intelligence quotient normal. The following were normal: skull and chest X-rays, electrolytes, blood urea, cholesterol, calcium, phosphorus, immunoglobulins, alkaline phosphatase, Bovril test, proteinbound iodine, hxemoglobin, white cell count, ESR, platelets, prothrombin time, urine microscopy and culture, urine amino acid pattern and stool tryptic activity.
Biopsy report: Throughout the lesion there are focal collections of bulky cells, containing PASpositive granules. They have the typical appearance of granular myoblastoma cells and many are grouped around nerve axons, some lying entirely within the perineurium (Fig 1) .
Comment
In a review of the literature up to 1966 (Moscovic & Azar 1967), 550 published cases of granular cell myoblastoma were traced. Of these only 36 were patients with multiple lesions. There were only 4 patients who developed multiple lesions under the age of 10.
An outstanding feature of the present case is the tendency for the granular cells to be arranged concentrically around dermal nerve fibres. This lends support to the theory that the granular cells may be derived from Schwann cells.
No systemic abnormality has been consistently reported with granular cell myoblastoma. The association in this boy of a mild bleeding tendency, small stature and granular cell myoblastoma is likely to be a chance one. The following cases were also presented:
( 
